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Accepted 11 April 2013Uterine inversion is a condition where the uterus turns inside
out. In extreme conditions the uterine fundus prolapses through
the cervix. Puerperal uterine inversion is a rare obstetrical emer-
gency. Nonpuerperal inversion is very rare and is usually associated
with any mass lesion occupying the fundus.Fig. 1. (A) Images showing complete inversion with complete vaginal descent; (B) the Pouch
the posterior aspect of the uterus cut open to show the atrophic ovaries and tubes; (E) the f
FT ¼ fallopian tubes; O ¼ ovary; POD ¼ Pouch of Douglas; RL ¼ round ligament.
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1028-4559/Copyright  2014, Taiwan Association of Obstetrics & Gynecology. PublishedMrs T, a 65-year-old manual laborer by occupation, presented to
the outpatient department with complaints of mass descending per
vaginum for 3 months and foul smelling discharge for 1 month. She
was menopausal for 20 years with previous regular menstrual
cycles. Shewas P7 L5with all homedeliveries attended byuntrained
dais. The mass, which was initially small and reducible, slowly
progressed to the present size and became irreducible. She had
difﬁculty in walking. She denied any difﬁculty in defecation and
micturition. The foul-smelling discharge was present for 1 month
and itwaswatery in consistency, nonpruritic, and not blood stained.
On examination she was a thin built woman who was under-
nourished. Systemic examination was within normal limits. Localof Douglas being opened by a transverse incision near the junction of the cervix; (C,D)
undus of the uterus; and (F) the vagina at the end of surgery. F ¼ fundus of the uterus;
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mass lying outside the introitus. The proximal part was pink,
smooth, and globular without any rugosities. The distal portionwas
purple and ﬂeshy with a shaggy appearance. Cystourethrocele,
rectocele, and enterocele were present. The external cervical os, as
would be seen in a uterine prolapse, was not identiﬁable. Uterine
sounding could not be done. A digital rectal examination did not
reveal the uterine fundus. A diagnosis of complete uterine inversion
with eventration of the vagina was made (Fig. 1A).
Ultrasonography of the pelvis showed absent uterus and ovaries
with bilateral renal cortical cysts. Biopsy of the distal saggy area
showed stratiﬁed squamous epithelium. The patient was investi-
gated and anesthetic ﬁtness was obtained. She was planned for a
vaginal approach, repositioning the uterine anatomy, and pro-
ceeding with a vaginal hysterectomy and pelvic ﬂoor repair. A
modiﬁed Kustner’s surgery [1] was done. In Kustner’s surgery, the
Pouch of Douglas is opened (Fig. 1B) by a transverse incision in the
posterior vaginal wall near the junction of the vagina and cervix,
and a ﬁnger is introduced into the hollow of the inverted uterus,
which is then cut from the cervix to the fundus vertically. Then, the
inversion is corrected (Fig. 1C) with subsequent repair of the pos-
terior wall of the uterus. In the present case, after correction of
inversion, the uterovesical (UV) fold was identiﬁed and opened, the
bladder was pushed away, and a vaginal hysterectomy with pelvic
ﬂoor repair was done (Fig. 1D and E).
Uterine inversion is a condition in which the uterus turns inside
out. Inversion is classiﬁed as puerperal or nonpuerperal. Both are
further classiﬁed as acute and chronic. Nonpuerperal inversions arerare. Chronic inversion is deﬁned as an acute inversion which has
been present for at least 4 weeks and which resisted the standard
method for repositioning [1]. Three types of inversion are seen: (1)
incomplete puerperal inversion, (2) complete puerperal inversion,
and (3) inversion complicated by sessile fundal ﬁbroid [2] or sar-
coma [3]. The case presented did not ﬁt into the given classiﬁcation.
The ﬁrst type of inversion must be handled with an abdominal
approach, whereas the latter two types must be dealt with vagi-
nally. However, in the presence of a sarcoma leading to inversion,
the pathology decides the route of surgery. A literature review has
revealed a few hundred cases of chronic nonpuerperal inversion,
but the surgical approach has varied ranging from vaginal,
abdominal, to even laparoscopy [4] assisted vaginal procedures.
This case is unique, because it does not have any predisposing cause
for inversion and was associated with complete vaginal prolapse,
which has so far not been reported. Also, this case allowed the
modiﬁcation of the renowned Kustner’s surgery.References
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